Introduction
George Engel' has eloquently emphasized the case for possessing communication abilities in medical practice. In seeking to identify the full range of sciences basic to medicine he searches for the latter's enduring attributes. He concludes that the interpersonal encounter between patient and physician is the keystone of medical care. In so doing he both upholds the Flexner model for medical training and condemns its implementation over the past 70 years. Its deficiency, he says, 0141-0768/86/ 010568-07/$02.00/0 i 1986 The Royal Society of Medicine 'results from the failure to identify what in fact constitute the sciences basic to medicine and to include all of them in the educational experience of the student. This failure may be ascribed both to the immaturity of some basic sciences and to the distorting impact of the prevailing scientific and social dogma of this era, namely physiochemical reductionism and the primacy oftechnology. The first assumes that all the activities of the living organism are ultimately to be explained in terms of its component molecular parts, the second that all human problems are amenable to technological solutions. A guide to what is relevant for the education ofthe physician may be developed by identifying those attributes of medicine that have endured since its beginning despite changing dogmas, differing social climates and evolving scientific knowledge.' Such views, more recently endorsed by others such as Maddison2 and Cleghorn3, are also well comple-mented by the 1985 publication promoted by the Nuffield Provincial Hospitals Trust entitled Talking with patients. A teaching approach4, which draws importantly on the work of Maguire et al. 5 and others.
Communication, both verbal and non-verbal, in medical practice occurs within many contexts. In the main it has to do with individuals suffering distress they cannot themselves relieve and which they may not understand. Engel' goes on to state:
In such a plight they turn to others who profess to provide relief. The prime traditional role of the doctor is that of healer. The patient ascribes powers to the doctor and the doctor ascribes powers to himself that may not be reflected in the soundness of medical scientific theories and practice. Medical educators must recognize the extent to which both the doctor/patient relationship and the form assumed by medical care systems are dependent on this complementarity and must address themselves to the psychological and social principles involved. He who cares for the sick must understand what underlies the influence, for good or for evil, of his person on his patient. He who would design systems for health care delivery must grasp the uniqueness of this complementarity as a social force and appreciate how it differs from other social transactions, which all too often are inappropriately used as models for health care systems. ' This statement implies that the communication abilities subserving everyday life are importantly unrelated to, and perhaps often mutually incompatible with, those of the doctor, teacher, carer and healer. The former skills are often transfused by our defensive strategies such as distancing, controlling, manipulating and reassuring others, subserving avoidance of empathy, resistance to personal change and other kinds of self-protection or selfadvancement. Irwin and Bamber6 have most recently reviewed an aspect of this field and, in terms of the behavioural objectives they identified for communication skills, extracted several groups of uncommon skills which they found could be taught to medical students. However, for them, empathy is clustered in one of the groups of so-called natural skills. It is probably an especially important one and, if in need of cultivation, may then only be acquired with difficulty. The present paper ultimately attempts to address this matter in particular.
The knowledge and understanding on which communication skills are based will consistently be called into play throughout clinical life but, like other clinical skills, they are always in danger and perhaps in special danger from decay. They are vulnerable because, to a degree, they are unnatural, exposing the doctor excessively through empathy to his own distressing feelings and to the hazards ofpersonal change in what is already recognized to be a stressful life. In practice, in many undergraduate curricula in this country, little time is given to the subject. Such formal teaching as there is often comes in short courses, mostly from such preclinical departments as medical psychology and medical sociology and such clinical departments as general practice, paediatric and geriatric medicine, medical oncology and psychiatry. It may thus present conflicting or not immediately relatable viewpoints which go undiscussed and unresolved.
This presentation only touches in passing on the doctor's communication tasks within such fields as management, administration, prevention of illness and disease and health promotion. It focuses on the skills relevant to the one-to-one consultation and largely on their verbal aspects. They operate in such respects as information-gathering, informationgiving, opinion-giving (advice), joint decisionmaking, counselling and caring for the acute and chronically ill and the dying.
Information-gathering: This will be profoundly influenced by the role adopted by the doctor, his personality, manner and empathy, his capacity for tolerating distress as well as by particular skills including the ability to deploy them, both selectively and systematically, as appropriate to the patient's illness and the latter's presenting physical and mental features. For instance, within primary care, a patient's presenting complaint may have little to do with his or her underlying problem or else be very unspecific in its implications. Other apparent disorders encountered will have at least an element within them reflecting the patient's adaptive needs, e.g. alcohol and tobacco consumption, obesity, depression. There will then be a need to understand, through communication, the biosocial mechanisms at work within that particular patient and this within the context of his particular defensiveness. Such skills will be necessary, in fact more necessary, if the time available for the interview is only a matter ofa few minutes, e.g. the encounter in a busy surgical outpatient department. Under such circumstances the consultation should be buttressed by information coming from the general practitioner, who himself will have only an average ofsix minutes available for each ofhis consultations. Hopefully, however, he will have a wider background knowledge of the patient and his family, stemming from his primary care role.
Information-giving: Within the consultation this will usually relate to diagnosis and prognosis and possible interventions. The overlap between informationgathering and giving is nowhere better illustrated than by Hinton's7 finding that ill patients who are going to die within the next three months usually know that they are dying. What the patient lacks is the opportunity to tell the doctor. The doctor, meanwhile, may be concerned as to whether or not to tell the patient. For the doctor the patient's death may, in psychopathological terms, be a personal defeat. He may end up defending against his inner anxieties in this respect by colluding with the patient's potential for denial, although this might not be in the latter's interests. Hinton went on to describe the therapeutic and healing potential of enabling the patient and doctor to talk about death. However, the fledgling medical graduate, assuming clinical responsibility for the first time, is rarely tutored in such matters and the profession's defensiveness8 is evident in the fact that, over the last twenty years, Hinton's findings have had little impact on medical practice except within the hospice movement.
Opinion-giving: So far as the giving of advice is concemed in the care of the chronically ill, if there is no empathy the degree of paternalism involved in such communications can be seriously destructive9. The doctor sometimes automatically assumes the possession of counselling and psychotherapy skills, mistaking the demonstrable influence he has over patients for them10. He is clearly expected to have understanding at this level as evidenced, for instance, by the recent reminder to the profession of its responsibilities in respect offemales under the age of 16 seeking contraceptive treatment without the knowledge of their parents. The doctor is expected to be able to assess their emotional maturity and enable them, when appropriate, to return to their parents to discuss their wishes and feelings with them. Such counselling and psychotherapy skills require an understanding of human nature, of psychological defence mechanisms and of the self which again rarely arise entirely naturally.
What then are the goals ofundergraduate teaching in respect of communication abilities? At the behavioural level the skills and necessary behaviours advocated within the Nuffield Provincial Hospitals Trust publication4, referred to earlier, are admirably comprehensive. To a certain extent they may be attainable by direct and specific training, but I believe their acquisition also importantly depends upon a deeper personal understanding and an understanding of the medical role, a task which needs to be approached differently. I am going to suggest (below) some such goals of understanding and indicate their implications for the curriculum and ways in which, in my own medical school, we have begun to attempt to implement them within the undergraduate course. In passing, it is noteworthy that 15% ofour students are now of Asian or African descent, but nearly all have English as their first language and so do not have linguistic problems superimposed on their task of learning to communicate with the native population. However, 25% of the patient population around our teaching hospital is itself of Asian or African origin. Many Asians are first-generation immigrants and their command of the English language is poor. This problem, simply the tip of an iceberg reflecting major cultural differences within our society, is not something that I will address further here, but clearly it is very important in respect of communication with such patients.
Undergraduate medical education goals and objectives in respect of communication in medical practice

Introduction
Undergraduate medical education prepares the student to begin to take responsibility within medical practice and to continue with his or her medical education. The Concise Oxford Dictionary defines the word doctor as 'learned man'/'teacher'. Medical practitioners are called doctors. Communication is fundamental to teaching and to medical practice. In both these professions emphasis is rightly placed on two-way communication between the practitioner and others.
The giving of information in medical practice is of two kinds: information for the general public, which is based on the body ofmedical knowledge, and information for individual patients, which usually depends upon an initial information-gathering exercise. Communication between members of a clinical team also depends on information-gathering and sharing, to varying degrees reflecting each team member's competences, role and responsibilities. This forms the basis for the taking of informed decisions, giving of advice and other activities undertaken by the team.
Communication occurs through many modalities, both verbal and non-verbal, and in everyday life is often transfused by and used for self-protection and self-advancement. Communication within the teaching and caring professions, ideally is often of an importantly different kind and, in the first instance, requires a personally insightful understanding ofthe potential difficulties. Thus, the medical undergraduate should pursue the following goals and objectives.
Goals within the clinical consultation
(1) Ability to recognize the defensive strategies within the mind which distort and mask past and present stressful experiences and acknowledge that they operate within oneself as well as others, being related to anxieties, personality, everyday copying styles and the immediate situation. (2) Ability to acknowledge and understand how such mental mechanisms often importantly operate within carers and patients in their relationships, and especially within the doctor/patient relationship, and thus behave in a way that still permits the majority of patients to truly identify and express how they feel and to recall and share optimally and accurately relevant aspects oftheir background. (3) As a result of such knowledge and skills, additional to other medical knowledge and skills, be able to take a full history within the clinical situation, incorporating relevant social and psychological information into diagnosis and formulation. Also communicate with the patient regarding these matters and possible interventions both caringly and effectively by enabling patients to fully and accurately register the information given to them. (4) Ability thus to enable patients, when possible, to make their own informed decisions concerning their futures whilst respecting any limitations and their legal rights. (5) Ability to teach patients more about their illnesses and how they can help themselves to recover, to avoid recurrence of illness, and to maintain good health including, when appropriate, being able to counsel them or engage with them in psychotherapy so as to promote such developments.
Objectives within the clinical consultation Pursuit and achievement of these goals will concurrently require and permit optimal progress towards achieving the following specific objectives so as to enable the undergraduate, at the completion oftraining, to conduct an efficient and effective consultation namely, be able to:
(1) Create the right atmosphere in terms of physical ambience, personal sensitivity, empathy and detached concern.
(2) Identify and share with the patient the purposes of the interview. (3) Listen attentively and receptively, enabling the patient to volunteer personal and other relevant information and to feel involved in his/her own care. (4) Pursue fully the complaint and its history. (5) Pursue fully the psychological and personal aspects. (6) Pursue fully the social aspects. (7) Understand and use non-verbal communication. (14) Define and communicate, when appropriate to its continuation, underlying motives and meanings ofthe consultation that reveal themselves as it proceeds. Objectives within otherprofessional contexts Many of the foregoing abilities in communication with patients also apply to communication between the doctor and other health care professionals. Good communication at this level must be based on an understanding of the respective roles of professional colleagues, such as general practitioners and hospital specialists, and of other health care workers in a clinical team, and an appreciation of the contribution which each makes to patient care, to primary prevention, health education and management. The goal of such training should be to instil understanding of these factors, and of the communication and decision-making processes within the health care system, such as committee structures.
Specifically, the student should aim to achieve the following objectives:
(1) Be able to abstract information about a patient, record it adequately in standard form and transmit it to senior colleagues. (2) Be able to convey accurately and precisely, verbally and in writing, to other members of a health care team information or instructions which are relevant to their respective roles.
In addition, he or she should become aware of and become prepared to accept that it will be appropriate and necessary following graduation to develop related communication abilities and understanding in such fields as the primary preventive approaches to disease, to health education and to management, including peer and personal performance review.
Content of background teaching Knowledge
The communication skills identified above depend upon background knowledge of relevant aspects of the culture and its systems of communication. Core basic knowledge will involve learning about learning theory itself, about theories ofpersonal development, personality structure and function, the nature of dyadic relationships, the mechanisms of small group interactions and systems theory. Such technical understanding can obviously be importantly complemented at this stage by a wider reading in such subjects as philosophy and anthropology. In addition, communication skills require a knowledge and understanding ofsuch common human psychological defence mechanisms against the experience of anxiety as denial, projection, splitting and projective identification; how they may be powerfully activated for a variety of reasons within the circumstances of the doctor/patient relationship and how both the patient and the doctor can be helped to recognize, respect and also confront, minimize and penetrate them when appropriate. Students also need to understand that communication between doctor and patient in the clinical situation is inevitable and that poor communication can be seriously damaging, either worsening or at the least more firmly imprinting presenting disability. Furthermore, that communication necessarily includes such dimensions as its location, the room arrangement, the background processes to the referral, eye contact and other person-to-person non-verbal communication, chaperoning and confidentiality.
Attitudes
Communication skills are profoundly influenced by the doctor's attitude to his or her role and to the patient and the patient's role. Communication with the patient is the crucible of the holistic approach and the doctor's range of communication skills will relate to the understanding and acceptance of that approach, the trust with which he or she is invested and the standards of professional approach in general. The General Medical Council identifies the following standards" bearing on communication between patient and doctor. ' The public are entitled to expect that a registered medical practitioner will afford and maintain a good standard of medical care. This includes: (a) conscientious assessment of the history, symptoms and signs of a patient's condition; (b) sufficiently thorough professional attention, examination and, where necessary, diagnostic investigation; (c) competent and considerate professional management; (d) appropriate and prompt action upon evidence suggesting the existence of a condition requiring urgent medical intervention; and (e) readiness, where the circumstances so warrant, to consult appropriate professional colleagues. A comparable standard of practice is to be expected from medical practitioners whose contribution to a patient's care is often partly indirect, for example those in laboratory and radiological specialties, and community medicine specialties.'
Teaching methods Once they have some basic knowledge, doctors learn by doing. Medicine is one of the professions, like teaching, with potential for improving one's skills throughout professional life. This is especially true of the common thread to both teaching and medical practice, which is communication ability. However, adolescents entering medical training are unlikely to have received any systematic teaching which is relevant. The foundation for such abilities has, of course, been potentially there within the family and within primary and secondary education and the individual's social life, but this will have been highly variable in its relevance within recruits to medicine, who are unlikely to have been especially selected primarily because of any such embryonic or apparent abilities. Medical students should be introduced to the task within their preclinical course. In our own undergraduate behavioural sciences course, largely devoted to scientific, theoretical and behavioural aspects of medical psychology and sociology, all students also practise interviewing patients for the first time. This occurs on two occasions following a preparatory lecture/demonstration for each which uses videotapes. One occasion adopts the methods described by Armstrong et al.'2. The immediate objectives are for students simply to begin to recognize the range of social skills useful when interviewing patients; identify some of their own strengths and deficiencies in these skills; and to begin to acquire new options from each other. The second occasion involves pairs of students interviewing patients on wards and discussing the results in groups.
Video, screens, playback Teaching, such as this, aimed at the specific behavioural goals relevant to communication skills and, on the other hand, pursuit of self-understanding by the student of his anxieties and defences within the student/patient relationship, are not mutually incompatible as this initial limited exposure of students to patients often reveals. However, as previously stated, the activities are underwritten by different processes. The former involves the specific shaping of behaviour basic to the objective through methods which permit the student to experience feedback concerning his techniques. This can be achieved not only by the use of videorecordings and playback but also by the use of one-way screens enabling the supervisor (and sometimes the other students) to observe the conduct of the interview followed by discussions of technique. Such interviews can be with actual patients or can involve students successively playing the roles of patient and doctor. Role-playing of the patient is often a powerful means of enabling students, who may not themselves have been seriously ill, to understand the anxieties, ambivalences and potentially dependent role of the patient.
It has been demonstrated that such training can significantly improve interview skills but also that they do not always generalize beyond the immediate circumstances being simulated'3. In fact, they may not deal with underlying anxieties and the defensive strategies prompted by them which will often otherwise hamper the development of better communication skills and probably importantly so in a proportion of students. The task of dealing with this invites an additional approach which should arise most naturally from teaching within several departments with a heavy investment in communication skills, such as psychiatry. Psychiatric practice is primarily dependent upon such skills and it also provides opportunities for students to take long and detailed histories from patients on the basis that such information may be specially relevant to the presenting morbidity and its treatment. Such teaching runs the gauntlet of being abortive for the student who cannot often and easily be given the opportunity of becoming relevantly involved in the treatment of the patient. Dynamic psychotherapy approaches, which also feature in psychiatric practice, can especially provide a teaching resource for helping students to become self-reflective and empathic and to pursue the principal goals referred to earlier. Furthermore, psychotherapy may also provide a framework for enabling students to participate in patient care where they can especially develop and practise their communication skills (see below).
The introductory course
The students' first contact with psychiatry in our school comes within their clinical introductory course, which is currently organized by the department but also includes teachers from other disciplines. It follows quite soon after the two sessions of interview training referred to earlier and which will have occurred at the end of the behavioural sciences course just before starting the clinical course. During this introductory course our students spend two half-days on the specific subject of interviewing skills. As a large group they first watch a short video film displaying halfa dozen psychological defence mechanisms at work in patients and doctors and another short film demonstrating unskilled and skilled interviewing. They then break up on each half-day into groups of 6 (requiring 25 supervisors drawn mainly from psychiatry but also from general practice and clinical psychology) and each group meets with a patient in a consulting room. One of them talks with the patient with the aim ofobtaining systematic information about his or her background. The supervisor's role is occasionally to facilitate but mainly to observe and remember the various contributions. Subsequently, the supervisor leads a discussion on the event. It may be that one student, obviously overly diffident about touching on some personal aspect of the patient's background during the interview, will need to be helped to see that it reflected his own anxieties more than that of the patient who he defensively states was obviously anxious in this respect. If his peers can be helped to make or endorse this observation in a mature way, then he and they may learn something of the nature of projective identification as a defence mechanism within the doctor. A similar mechanism often operates in relation to discussions about dying.
Thus, properly handled, a simple exposure such as this, when the student is for the first time becoming involved, albeit with very limited responsibility in the ward, and having to decide how much to hide behind his white coat, can provide a valuable learning experience for the whole group. It has the potential for permitting them thereafter to pursue personally such heightening of their self-awareness within their relationships with patients even though further relevant supervision will not usually be specifically available for them during the first six months ofjunior medicine and surgery clerkships.
Following this introductory course they enter a twelve-month cycle of specialized firms including obstetrics and gynaecology, paediatrics and psychiatry. Whilst on their obstetric, gynaecology and psychiatry attachments they attend a course on human sexual behaviour for six weeks, which is run jointly by the two departments, involving film presentations and discussion groups'4. Many of them regard this experience as helpful, enabling them thereafter to talk more freely, objectively and constructively with patients about such personal matters. During the student clerkship in psychiatry the department clearly has a responsibility to teach basic knowledge and skills within the realm of formal psychiatric morbidity, but it has an equal responsibility at undergraduate level to develop further the teaching about communication abilities. Our students are required to clerk and present all patients against this explicit background of the importance of such skills. Whilst still within the clerkship they have formal teaching in behavioural and relationship-based psychotherapies, and experiential teaching (mainly using role-play) on crisis intervention techniques and on relating to mentally handicapped patients and their families. Each pair of students has a tutor with whom they meet weekly to present cases and discuss their clerking experiences. They all observe small groups and family therapy in progress. They are assessed in respect of their interviewing skills both directly and via their logbooks and end of firm case presentations.
Supervised psychotherapy
Despite such emphasis on communication abilities, we have been struck by the continuing insecurity of some students in their relationships with patients. Though it is not always immediately obvious, students are ready enough to admit it given the opportunity by their teachers within the context of their awareness that they will shortly be expected to deal with major human problems, although still on the brink of their early adult lives. Their dilemma in the clerkship is compounded by ambiguities concerning their role and responsibilities within the team. Often they continue to feel themselves to be bystanders and intruders.
In an effort to tackle this we have, for the last year, involved all the students on one clinical firm in a brief weekly supervised psychotherapy of one of their patients15. We have been impressed with the consequences, having attempted to evaluate the activity both in terms of process and outcome. In terms of outcome we have incorporated a simple self-rating measure of student's reaction to the experience and complemented it by the supervisor's impressions of both the student's progress and knowledge of the patient's clinical state. The students have been initially diffident but ultimately enthusiastic and none has defaulted. The psychotherapeutic experience lasted for five weeks and students were supervised in pairs. The supervisor was an experienced psychotherapist with senior registrar status. Students were advised how to introduce themselves to their selected patient with a view to seeking the latter's consent. The sessions were for half an hour each and the patient knew that there would be five of them. The experience was intended to be an unstructured conversation about the patient's concerns with a focus, within the supervision, on the relationship that developed. The supervision time was evenly divided between reporting and an open dialogue around the material, drawing on psychodynamic and systems theories. The supervisor led in sharing and understanding the relationship processes, offered support and positive feedback to students and advised on matters of technique, e.g. using role-playing.
This teaching style permitted an examination of many issues that touched on the student's sense of being in the role of a doctor in training and on his or her competence in communication. Indeed, it helped students to define boundaries in their relationships with patients, handle silences and develop techniques that encouraged patients to talk without excessive questioning. It raised the question of whether the student was a learner or a helper, a taker or a givera matter central to self-understanding of one's role as a doctor. It enabled students to share their anxiety and conflict about lack of skill and came to give them more confidence as their skills grew. Students became more comfortable about selfrevelation and learned how their identification could vacillate between the role oftherapist and the role of patient.
They came, often readily, to recognize defence mechanisms such as avoidance behaviour and projective identification in patients and in themselves. They came to see the importance of predictability in terms of the amount of contact within the relationship foreseen by the patient and the boundaries to it which could then be defined and examined. They discovered the particular value of this when it came to ending the relationship, with the goal of this also being part of the therapeutic process. Within this latter context, in particular, they came to see how one was prone to use reassurance in a defensive way, also excessive talkativeness and superficial or shallow remarks. The value and handicap ofdefences was explored and each student was given some basic technical advice on helping patients to lower their defences gently, where appropriate, whilst their occasional destructive confrontation of patients' defences was noted and discouraged.
The supervisor was impressed by the ability of students to get in touch with their own feelings in response to the patients and to share these in the supervision sessions. It seemed important for the supervisor to foster an atmosphere of trust and nonjudgment in the face of such disclosures by students of their positive and negative feelings towards their patients. There were opportunities for the student to learn through experience about such theoretical concepts as transference and countertransference and to become aware oftheir relevance to all doctor/patient relationships. Some students began to learn about their countertransference as a tool for understanding their patient. There were many instances where they could see how the doctor's emotional responses informed other actions in relation to the patient and how increased awareness of and reflection upon them, especially when they were negative, could be a much more rewarding way of doctoring. It was as important for the supervisor to be cautious in confronting the relatively minor examples of student defensiveness as it was for the student to do likewise with the patient's defences.
There was some evidence that patients benefited from this psychotherapy and it was also evident that there were risks. For instance, it was unfortunate that one patient was seen by two consecutive students and was inadvertently put through quite intense loss reactions, which may have been counterproductive if not harmful to her, given the inexper-ience of the students. Fortunately, she was probably contained in concurrent therapies.
From the students' standpoint great care was taken to ensure that the supervision sessions were supportive and not persecutory or judgmental to any degree. Students felt that the experience had given them, as rarely before, a definite role in the work in the ward team and their enthusiasm and hard work was far greater than anything we had expected. Many of them seemed excited about experiencing situations which had previously been mere abstract concepts. A number were quite amazed to discover the extent and variety of their emotional reactions and how these had dictated their behaviour. They considered that they now possessed significantly greater empathy. Some students found it quite interesting to explore the symbolic meaning of patients' utterances and behaviour and one or two became adept at this, but on the whole students were discouraged from giving interpretations to the patients.
This teaching now complements the longer term and elective training of a similar kind, taken up by about 10% of our students on finishing their psychiatric clerkship, oftaking on a patient for out-of-hours psychotherapy once weekly for a year. This is also supervised out of hours and modelled on the 30-yearold experience of University College, London"6. The brief psychotherapy training whilst on the firm was not elective. Meanwhile, in other such specialized firms as paediatrics (which includes child psychiatry) and obstetrics, there will again have been special opportunities for teaching an holistic approach which embodies communication skills and which is given high priority by the teachers concerned.
Generalpractice consultations Whilst attending paediatrics the students also attend teaching in general practice, and within that context spend much of their time witnessing consultations. Special recording forms are used for aspects of the consultation and results are discussed in groups, as are videotapes. In the next and final year of their clinical clerkship, preceding their final professional examinations, they are involved in a four-week attachment to general practice where they take on the role of active consulters. These consultations may be witnessed and discussed with the GP to whom they are attached and videos are used in group teaching. Throughout their time in general practice, the need to consider the patient's life circumstances and personality is emphasized, as is the essential need for eliciting the patient's true concerns and health beliefs, for giving clear-cut explanations and for obtaining the patient's cooperation in treatment. Emotional disturbance presents frequently in general practice and the opportunity is again taken to build on the student's communication skills, with an emphasis on counselling.
Organization and assessment Although some emphasis is now placed on the importance of communication abilities in our school curriculum, it remains relatively uncoordinated not only in terms of supervision throughout the course but also in terms ofassessment. So far as organization of the course including supervision is concerned, there are bound to be difficulties when the teaching is spread over so many departments and with no one department having the prime responsibility or resource for organizing it. So far as assessment is concerned, this remains embryonic in our school as it does in many other schools in the United Kingdom' 7. The subject lends itself to periodic in-course assessment but, of course, it is also a fundamental skill brought to the final professional examination where it is usually only examined indirectly. Furthermore, within the context of the final professional examination, there are formidable time constraints and the emphasis is often on disease process and elicitation of physical signs. When it comes to psychiatric long cases in the final professional examination, the candidate is rarely observed taking the history and psychiatric examiners are often reluctant to or do not have the time to take the candidate back to the patient to observe aspects ofthe interaction. The case is usually reduced to one of phenomenology. Whilst this reflects an important everyday task within medical practice, it only partly tests the candidate's communication abilities.
A few weeks after qualifying the graduate will become a house doctor confronted by the life and death problems of acute medicine and surgery and, according to one recent survey'8, regarded by the majority of patients as their most importance source of information. Thus all such teaching on communication abilities at an undergraduate level is simply preparation for the gradual assumption of responsibility for patients that follows graduation, and culminates for the majority of doctors in independent clinical practice, the hallmark of which is the provision of an opinion derived from within the consultation process. Budding communication skills therefore need to be developed and, as has already been said, protected against their potential for blunting and entropy, within the next phases of medical education, namely general clinical training, vocational training for general practice or else the broad trunk of early specialist training followed by the narrower stem of higher specialist training. Sadly, there is little provision for such important continued core training within some general clinical and specialist training programmes. Moreover, it is probably within general clinical training (the present preregistration year) that young doctors, assuming some clinical responsiblity for the first time, need help. Without it they are now prone effectively to blinker their holistic perspective and ability to communicate. Their sensitivity, often these days quite well developed at the point of graduation, may be blunted, and not reappear'9.
Medical educators need to address this important problem, not only in respect of general clinical training but in terms of the whole of postgraduate education for clinical practice. It touches crucially on governance oftraining. Coordination of all stages of medical education requires coordination of educational policy between universities, the specialist Royal Colleges and Faculties and Joint Committees for Higher Specialist Training, together with the regional postgraduate deans and others responsible for the delivery of postgraduate education including continuing education. Indeed, postgraduate deans, appointed to universities but funded by the National Health Service and in close touch with Colleges and Faculties and undergraduate teaching, could perhaps especially become the cornerstone of coordination of long-term and more general aspects of postregistration medical education such as the continued development of communication skills.
